hospice nurses requesting orders for inappropriately large doses of neuroleptics for frail, delirious, older patients, or for the application of an indwelling urinary catheter or restraints (geriatricians try to avoid applying such devices in the vast majority of situations). 1 have also found myself wanting to respond to the interviewees of Eisenberger and Zeleznik, where their quotes about pressure sore management did not comport with either what we teach in geriatrics or what has been my clinical experience (e.g., sharp debridement of some pressure sores is quite painless, as the tissue being removed is necrotic and devitalized, and most eschars are not painful either).
When a patient approaches the end of life, however, as illustrated by many of the comments made by Eisenberger and Zeleznik's subjects, aggressive treatment of pressure sores (or other geriatric syndromes) must be reconsidered in light of the goals of care for particular patients. Clearly, interventions that may cause pain or otherwise add to short-term suffering-such as surgery or even sharp debridement at the bedside in some patients-may no longer be consistent with a care plan that focuses on palliative care goals. Likewise, while an indwelling urinary catheter usually makes a geriatrician cringe and suggest that it is almost never necessary, such an intervention may be perfectly appropriate in a dying patient for whom movement to a commode or even a bedpan has become too difficult or too painful. The Eisenberger and Zeleznik study is exactly the kind of research that is needed to look at this interface of geriatrics and palliative care, and to begin to sort out how best to care for a population that will increasingly be older, and will increasingly be coming to palliative care programs and hospices with pressure sores and other geriatric syndromes. 1 think the fields of geriatrics and palliative care have a lot to offer each other.
Second, although this may be an issue that is peculiar to the United States, it is worth sounding a cautionary note about the potential legal and regulatory implications of pressure sores. T he article "Pressure ulcer prevention and treatment in hospices: a qualitative analysis" in this issue of Journal of Palliative Care (1) is a well written paper that describes the results of a carefully designed and carried out research project on an important topic. (I have commented to colleagues that the methods section alone is worth sharing with junior colleagues and trainees because of its clarity and elegance.) 1offered to write this editorial, however, not just because of a desire to praise the work of authors Eisenberger and Zeleznik. Rather, 1 believe that there are three very important issues raised by this article that are worth highlighting:
1. the need for more research and dialogue at the interface of palliative care and geriatrics; 2. the unintended and potentially negative consequences of efforts to improve care for pressure sores and other geriatric syndromes; 3. the need for more hospices to become partners in the research enterprise.
1 will discuss each of these in tum below. First, the prevention and treatment of pressure sores is a great example of a condition that is crying out for research and collaboration between the fields of palliative care and geriatrics. Pressure sores are one example of what are often called, at least by geriatricians, the geriatric syndromes. Other geriatric syndromes include dementia, delirium, depression, urinary incontinence, polypharmacy, and falls. Geriatricians believe that they distinguish themselves from general internists, family practitioners, and others, in part, by having special expertise, skills, and interest in diagnosing and treating these geriatric syndromes. These geriatric syndromes are not only increasingly common as people age, they are conditions that traditionally have been under-detected and inadequately treated in general practice (2) . Part of the ethos of the field of geriatrics, therefore, has been to educate and encourage clinicians to attend to and provide better treatment of the geriatric syndromes. As a geriatrician, 1 have occasionally been called by Pressure sores apparently have become a growth industry for malpractice lawyers, at least in some areas of the U.S. (3, 4) . Lawyers appear to have helped solidify, in the minds of the public and some juries, the notion that all pressure sores are preventable, and that the development of a pressure sore is necessarily evidence of neglect and malpractice. Clearly, this is not the case. Some patients are so debilitated and immobile that pressure sores develop despite the best possible care. In addition, as discussed above and in the paper by Eisenberger and Zeleznik, interventions to prevent or treat pressure sores in dying patients may be reasonably withheld or withdrawn in dying patients where their burden outweighs their benefit. Concerns about the unintended consequences of guidelines, regulations, and laws directed at improving long-term care in the U.S. extend to other indicators of quality care, such as avoidance of weight loss and dehydration, two other conditions that are frequent events in dying patients and not necessarily markers for poor care.
Finally, in calling for more research like that of Eisenberger and Zeleznik, I must comment on the fact that these investigators ended up with not a single hospice allowing them to contact the family members of patients to get their perspective and that of care providers. While hospices should be appropriately circumspect about pro-tecting the confidentiality and well-being of the patients and families they serve, hospice directors and organizations should recognize that thoughtful and sensitive investigators handle these issues well, and still conduct important studies. Indeed, many researchers anecdotally report that grieving family members appear to appreciate the opportunity to talk about their experiences. Hospices should be more willing to collaborate with researchers in order to uncover a sound, scientific basis for improving care.
In the future, I would hope to see more studies on topics at the interface of geriatrics and palliative care, especially if they can uphold the standard set by Eisenberger and Zeleznik. The prime beneficiaries of this research and greater collaborative efforts would be our patients.
